pus, except one small one found near the antrum. Lateral sinus exposed and to all appearances normal. A small drain inserted and wound closed. POSTOPERATIVE HISTORY. May 27th. 7 :15 a. m., patient had a severe chill lasting ten minutes. 8:10 a. m., temperature 104.4°; pulse 1~8; respirations Zx. Slight discharge from the wound. Profuse discharge from the canal. Tongue heavily coated. No rigidity of neck. Blood examination, 11,500 whites.
May 28th. Temperature has been irregularly high since yesterday. Blood examination, 12,900 whites. Blood culture negative.
May 29th. Temperature still irregular. Blood examination, 14,000 whites. The temperature continued irregular unti'l June 3d, when, in Dr. Friedberg's absence, I reopened the mastoid, exposed and opened the lateral sinus. A thrombus was removed after evacuating pus. Free bleeding was obtained from the upper portion of the sinus but not from the lower. The upper end was tamponed with iodoform gauze, a drain inserted and the wound dressed. Following this operation the patient stated that he felt well. His temperature did not remain normal, though it fell to normal at times. June 6th. Complains of pain in the right shoulder. This case shows what a serious condition may develop following turbinectomy and probably improper cleansing of the nose. It also shows what a severe amount of trouble may occur in a case where there is apparently but slight infection in the mastoid, as shown by the single mastoid cell found containing pus at the first operation. I regret in this case that I did not ligate the jugular vein at the time of the sinus operation. I feel that had this been done the patient would have been saved a good deal of risk; that he would not have had the large abscess over the trochanter, and that he would have recovered promptly instead of becoming very much emaciated before his final recovery. May II tho Ten thousand units of antitoxin given. Culture negative for diphtheria. 10 :30 a. m., five thousand units of antitoxin given.
May 12th. 8:00 a. m., ten thousand units of antitoxin given. 10 :00 p. m., five thousand units of antitoxin given.
May 13th. Ten thousand units of antitoxin given. May 14th. Ears began to discharge today. May 19th. Ten thousand units of antitoxin given. The large amount of antitoxin given, fifty-five thousand units, in spite of the negative cultures, was for the reason that the whole interior of the nose was filled with false membrane and the case appeared as a severe case of nasal diphtheria.
May 30th. Simple mastoid operation done on the left side. As soon as the periosteum was incised, pus was revealed. The mastoid cells were cleaned out and a gauze drain inserted. Duration of anesthesia, twenty-five minutes.
June 9th. 11 :30 a. m., temperature 94.6°, pulse 84, respiration 18.
June LOth. 1 :30 a. m., temperature 95.6°; shivers frequently. 5 p. m., temperature 105.6°, pulse 160, respiration 48. Wound reopened because of a variation in temperature MEDIA, female, Family of eleven degrees in a few hours. Sinus exposed, opened and thrombus removed. Free bleeding was secured from each end of the sinus. Tampon of iodoform gauze. Ether anesthesia of thirty minutes. Examination of the urine today showed hyalin, granular and epithelial casts and a trace of albumin.
June 11th. Temperature 104.8°, pulse 160, respiration 36. June 12th. Patient managed to tear off all the dressings and following this had a profuse hemorrhage from the sinus. Fortunately the interne caught him before he was completely exsanguinated and repacked the sinus.
June 13th. On changing the dressings today there was profuse bleeding, June 14th. Patient again removed the dressings and had considerable bleeding. Wound again repacked by the interne.
June 16th. Patient died about 2:00 p. m. This patient died of toxemia from the scarlet fever, although this was doubtless assisted by the loss of blood which occurred at the time when he tore off his dressings, and in all probability the large amount of antitoxin which he had taken contributed to the fatal result. Previous History.-Child was well until five weeks ago, when she had an attack of pneumonia from which she made a good recovery.
Present Illness.-Two weeks ago she was taken with a severe pain in the right ear. The drum membrane ruptured spontaneously and the pain became easier. The discharge stopped after one day. Five days later a swelling appeared behind the ear. Patient was admitted to the Children's Memorial Hospital May 27, 1914, with a temperature of 105°. The right canal was wet with pus and there was some redness and tenderness over the right mastoid, otherwise the examination was negative.
May 28th. Throat culture negative for diphtheria. May 29th. Temperature 102°. May 30th. 8 a. m., temperature 100.8°. 12:10 p. m., mastoid operation. After the usual preparation the mastoid cells were cleaned out and the lateral sinus exposed. It was found to be eroded and thrombosed. Mucopus was found around the sinus. Free bleeding was secured from the upper portion of the sinus but not from the lower. The upper portion was closed by a tampon of gauze and a drain inserted.
June 2d. Temperature 106°. Very fretful. Often cries out. No rigidity of neck. No spasticity or rigidity of extremities. No Babinski or Kernig. June 6th. Temperature was continued irregular. June 8th. Jugular vein exposed and found filled with an organized. thrombus. From this time on her temperature gradually improved until June 24th, when she was found. to have diphtheria and was transferred to the isolation ward, from which she was discharged July 18th, completely recovered.
The condition in the sinus in this case was very similar to the condition found in Case 1, but fortunately for her the thrombus in the jugular bulb and vein became organized instead of breaking down into pus, and there were no pyemic abscesses.
CASE 4 December 12, 1914. Operation, lasting one hour and thirty minutes. The usual incision was made behind the right auricle. The outer wall of the mastoid was found to be of ivory hardness and. about four or five millimeters thick. When this was removed a large cavity was found, about lxlx1.5. The knee of the sigmoid sinus projected into this cavity. When the cavity was cleaned out it was found that in its floor were two sequestra which must have reached almost to the labyrinth.
The usual plastic was done on the membranous canal and the wound closed.
December 16th December 22d. Temperature normal from 4 a. m. to about noon, when it was found to be 103.6°. Patient had been chilly for a day or two at intervals. With the facial erysipelas clearing up rapidly, the chill and temperature caused me to suspect a sinus thrombosis. Accordingly, he was anesthetized and the bone removed still farther from over the sinus, with the intention of exploring the same. In removing a piece of bone with the biting forceps a small splinter penetrated the sinus and free bleeding occurred, putting an end to my suspicions of thrombosis. The sinus walls were softened and covered with granulations. The sinus was tamponed and the wound packed.
December 26th. Red, elevated, clearly demarcated area upon back of neck, shoulders and upper half of back. Erysipelas recurrens, December 28th. Redness extends to level of eleventh dorsal vertebra with sharp margin, clearing in upper part. All dressings in ear changed.
December 29th. Erysipelatous area extends further down back, also upon front of chest and left arm. Fading in old areas.
December 31. Erysipelatous area has extended to lumbar region, below nipple line and below elbow. January 8th. Erysipelatous eruption has wholly disappeared. Temperature normal.
I reported this case to show the difficulties which may occur at times in the diagnosis of a sinus thrombosis. This patient had a streptococcus infection, causing erysipelas, but the streptococcus, we know, frequently causes sinus thrombosis. There seemed to be fully as much chance that a sinus thrombosis was occurring as that an erysipelas was recurring, and knowing the virulence of streptococcus infection about the ear, I proceeded to explore the sinus without waiting; had I waited another twenty-four hours, I probably would not have operated on the sinus.
In cases 1 and 3 I was not able to get free bleeding from the lower extremity of the sinus-that is, from the jugular bulh. Under similar circumstances in the future I expect to ligate the jugular vein. It seems to me the small amount of danger to the patient is fully offset by the lessened risk of pyemia, and I am sure that I shall have much less anxiety about these cases if I know that the vein is ligated and severed. Case 3, of course, shows that under these circumstances the thrombus can be organized, but all the while this thrombosis was organizing the patient was running a septic temperature, and I was not certain until the jugular vein was exposed and found it was not filled with pus as was Case 1.
